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G 000 INITIAL COMMENTS G 000

 This was a federal home health complaint 

investigation.

Complaint #:  IN00140563,  Unsubstantiated: 

Lack of sufficient evidence. 

Survey Date:  1/16, 17, 1/20, 1/21, 1/22, 1/23, 

and 1/24/14.

Facility Number:  IN005255.

Medicaid Number:  200318440A.

Surveyor:  Janet Brandt, RN, PHNS

Indiana University Health La Porte VNA Services 

is in compliance with the Conditions of 

Participation:  484.18: Acceptance of Patients, 

Plan of Care, and Medical Supervision and 

484.30: Nursing Services  as related to this 

complaint.
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